SUMMARY In a 4-year period the neonatal survival rate for 26 infants weighing 501-750 g was 42 % and for 81 infants weighing 751-1000 g it was 61 %. All 59 surviving infants have been assessed at follow-up; 39 were at least 2 years old (corrected for prematurity) and data from the remaining 20 were derived from assessment at 1 year corrected age. Five children had cerebral palsy, 4 had multiple handicaps, 4 each had a sensory handicap, 2 had developmental delay, and 1 had a dilated right ventricle without clinical hydrocephalus. Twelve of the 16 children with defined handicaps were considered to have significant functional handicaps. Therefore, of the 107 infants in this series, 48 (45 %) died, 12 (11 %) survived with significant functional handicaps, and 47 (44%) were considered to be developing within the normal range. No significant differences in the incidence of handicap were observed between inborn and outborn children, boys or girls, those who were small or appropriate for gestation, those who weighed .750 g or >750 g at birth, and those who required or did not require prolonged oxygen or ventilation.
Significant improvements in the survival rate and quality of survival for very low birthweight infants >100g have been reported.1 Increasing attention ig now focused on extremely low birthweight (ELBW) infants whose birthweight is 1000 g or less and in whom it is questionable whether maximum effort should be expended to achieve survival. We have reported improved survival for 107 such infants treated at the Queen Victoria Medical Centre during the 4-year period January 1977 to December 1980.2 The purpose of this paper is to report on the early outcome of the 60 neonatal survivors from this series of ELBW infants, to determine whether the improved survival has been associated with change in late morbidity for the survivors.
Patients and methods
Of the 107 ELBW infants cared for in our neonatal intensive care unit 60 (56 %) survived the neonatal period; 11 (42%) of 26 infants with a birthweight 501-750 g survived compared with 49 (61 %) of 81 who were 751-1000 g. Neonatal survival rates for the four years were 48%, 67%, 50%Y, and 62%.
Eighty-nine (83%) infants were inborn, 48 
Results
There were 2 children with monoplegia, 5 with hemiplegia, and 2 with spastic quadriplegia (Table 1 , Cases 1 to 9). The two children with quadriplegia had intrauterine infection from cytomegalovirus (Case 7) and rubella (Case 9). Both were small for gestational age and neither required assisted ventilation in the neonatal period. In addition to 3 children with cerebral palsy who had an MDI scored at more than 2 SDs below the mean, a pair of twins (Cases 10 and 11) with uneventful neonatal courses had an isolated MDI of 50 and 68 respectively. Fig. 1 Table 2 together with their mean Bayley scores among 4 subgroups. There were no significance differences in the MDI and PDI scores between children who were inborn or outborn and those who were small or appropriate for gestational age. Table 3 . No significant differences in handicap rate were found between those who required and those who did not require extended periods of oxygen or assisted ventilation. Fig. 2 . Discussion The reported incidence of healthy survivors has varied from 6 to 31 % of the ELBW population'2-18 (Fig. 3) . The percentage of inborn infants in these published series ranged from 18 to 56 % and the study with the highest number of healthy survivors consisted exclusively of outborn infants.18 With the increasing trend of intrauterine transfer of the highrisk fetus, even inborn infants can be a very selected group. In this series, 73 % were either booked maternity patients or had an elective in utero transfer before onset of labour. ability to achieve more optimal and stable oxygenation during the critical phase of their illness might have accounted for a lower incidence of both retrolental fibroplasia and cerebral palsy.
Although the majority of survivors were over 2 years old at the most recent assessment and the remainder were aged at least 1 year, the duration of follow-up is still fairly short. It is unlikely that any major handicap had remained undiscovered but more subtle mental or behavioural handicaps cannot yet be determined. It is our intention to continue the follow-up of this cohort beyond school age.
The high cost, both financial20 and emotional,21 of neonatal intensive care for the ELBW infant, as well as the questionable quality of life despite improved survival, have discouraged a concerted effort to provide optimal perinatal care. Although the results reported in this paper are preliminary and require confirmation from longer-term assessment which is taking place, they are nevertheless encouraging. As ELBW infants from our experience and from other reports9 have an improving prognosis, we believe that a policy of benign neglect for these infants is not justified in the present era of perinatal medicine. Clarification of relationship between intensive care practices and quality of survival can only be achieved by careful monitoring of the growth and development in survivors from each neonatal unit. As the prognosis for ELBW infants is still less than desirable when compared with those >1000 g, such constant monitoring is obligatory for centres which embark on the perinatal care for this high-risk group of patients. g or less at birth. 
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